Conclusion-Despite progress in reducing hours ofduty and providing induction courses, the training that hospitals and consultants provide for house officers is still unsatisfactory and inconsistent with the General Medical Council's recommendations.
the proportion officially on duty <72 hours rose from no more than 9% to 40%. Adequate guidance in breaking bad news increased from 25% to 46% (p < 0 0001; 95% confidence interval for difference, 16.2% to 25-8%) and guidance in pain control increased from 36% to 46% (p<0.01; 500% to 150%). The number ofhouse officers attending an induction course increased from 61% to 940/o (p < 0.001; 28.9% to 37.1%). There was no change in the proportion unable to attend formal educational sessions because of clinical commitments or in levels of satisfaction with consultants' educational supervision. The median number of inpatients under house officers' care fell from 20 to 17, but the numbers of patients clerked in an average week showed little change. House officers were less satisfied with the clinical experience their post provided (proportion dissatisfied rose from 30% to 39%; p<0-01; 4.2% to 13.80/o) and less enthusiastic about recommending their post to a friend (proportion neutral or not recommending rose from 30% to 42%, p<00001; 799%/to 16.9%).
Conclusion-Despite progress in reducing hours ofduty and providing induction courses, the training that hospitals and consultants provide for house officers is still unsatisfactory and inconsistent with the General Medical Council's recommendations.
Introduction
British medical graduates undergo a year's training in preregistration house officer posts approved for the purpose by their university before full registration with the General Medical Council allows them to take up posts providing more specialised training. In 1990 we published the results of a survey of the education and workload of preregistration house officers in the four Thames regions carried out by postal questionnaire in December 1988 and January 1989.1 Since then the GMC has published further recommendations on the training of house officers,2 the University of London has issued strict stipulations to hospitals on which tasks are inappropriate for house officers,3 and the Department of Health has set out a programme to reduce the hours of work of doctors in training.4 In this paper we report the changes in the quality of training of house officers in the Thames regions since our first survey.
Method
The survey was conducted by postal questionnaire. To ensure comparability of the results the second survey followed closely the method of the first. After a pilot study we wrote to all 1049 house officers in the Thames regions telling them about the survey and asking for their participation. The first questionnaires were addressed to individual house officers and distributed through clinical tutors in late November 1992. Non-responders were followed up through the tutors in early January 1993, but the response rate was less than 50%. A third questionnaire was sent to nonrespondents at the address they had used when registering with the GMC. This last step had not been necessary in 1988-9.
The questionnaire requested information on the respondents' undergraduate medical education, induction courses, formal educational meetings, educational supervision, hours of duty, workload, attitude to their posts, and whether they would recommend the post to a friend. These hours. This compares with 1988-9, when the equivalent result (the difference between average starting and finishing times) was 9-6 hours. The median numbers of patients clerked by house officers in an average week showed little change in any category: emergency, 10 (1988-9, 10); routine, 6 (7); day, 4 (4); and outpatient, 3 (4) . Respondents were also asked the numbers of patients clerked in quiet and busy weeks; these results are not included but the question may have reduced any tendency to exaggerate the report for an average week. (X=l2 4, df=2, p<0 01) . XI For trend= 19-6, df= 4, p < 0-0001.
Discussion PREVIOUS EDUCATION AND INDUCTION COURSES
The improvement in house officers' training in pain control and breaking bad news is probably due to the greater emphasis on these topics in undergraduate training. More than half of house officers, however, still do not believe themselves adequately trained in these areas of their everyday work. House officers commonly identify these as important skills which they lack,6 and the GMC sees the preregistration year as a time to develop these skills by specific training. Garrud found that problems with breaking bad news were a common reason for senior house officers needing counselling.7
Induction courses are stipulated by the GMC as part of a house officer's training. Their near universal use without loss in quality indicates greater recognition of their importance and knowledge of how to make best use of them.' However, there are limits to what can be achieved: one house officer remarked, "It is impossible for an induction course to be adequate, given how inadequate medical school is at preparing medical students to be house officers."
An apparent increase in the adequacy of training in basic cardiopulmonary resuscitation has been accompanied by little change in the proportion confident in performing it. It has been shown that confidence and competence in this activity do not always coincide.9 More adequate training may produce a rise in competence but not remove anxiety about the procedure; hence house officers still lack confidence.
BMJ VOLUME 307 We assumed that house officers in 1988-9 reported their contracted duty rotas without including the effect of early starts and late finishes. They reported whether they had prospective cover and we included that in calculating their hours on duty. We assumed that house officers in 1992-3 included early starts, late finishes, and the effects of prospective cover in reporting "official hours on duty." This assumption is supported by the high proportion reporting hours other than those produced by conventional one in three or one in four rotas. The assumption about 1988-9 respondents tends to reduce the apparent extent of change since then, while that about 1992-3 tends to exaggerate it. The NHS Management Executive has indicated that early starts, late finishes, and prospective cover should be included in calculating hours on duty. 4 The reduction in house officers' hours of duty is impressive. The proportion of house officers officially on duty for more than 83 hours a week has fallen from at least 42% to 21%, and the proportion officially on duty for 72 hours or less has risen from no more than 9% to 40%. We do not know to what extent the reduction in hours has been achieved at the expense of increasing intensity ofwork.
ATTITUDE TO POST
Despite a small fall in the average numbers of patients under their care, there has been an increase in the number of house officers reporting such pressure of work that they cannot leam effectively. The median number of patients under the care of house officers reporting this degree of overwork has fallen from 24 to 22. The median number of patients under the care of those gaining the right subjective amount of clinical experience has also fallen, from 20 to 18. However, the number of house officers with too few patients is increasing, and those in this group are caring for slightly more patients than before, the median rising from 13 to 14. By contrast, the total number of admissions (routine, emergency, and day case) reported by each group has changed little over the four years.
The number of patients admitted in a week has not changed, suggesting that the fall in inpatient numbers is a result of reduced lengths of stay. The greater complexity of routine medical care, briefer admissions, and increasing emphasis on the educational purpose of the preregistration year seem to be making house officers more aware of the opportunities they are missing. This may partly explain the large rise in the proportion of house officers with a negative view of the desirability of their post. CONCLUSION Great attention has been paid in the past few years to improving the lot of junior hospital doctors, especially those who are most vulnerable to erosion of their training, morale, and quality of life by excessive and inappropriate clinical demands. This survey shows that progress can be and has been made in improving the educational quality of house officer posts when there is wholehearted commitment from doctors and managers. The reduction in hours on duty and the spread of induction courses to nearly every post is impressive, and the greater concentration on training in communication skills and pain control is welcome. But there is still much work ahead. The training of house officers depends on protection from encroachment by often inappropriate clinical work, and until this is provided the aspirations of the GMC will remain of little relevance. Postgraduate deans can now withhold from hospitals up to half the salary of doctors in training. This is a more flexible and credible negotiating device than the withdrawal of university recognition, the only sanction previously available when house officer training was persistently neglected. Hospitals will now be helped to see that the opportunity to use junior doctors' labour at a subsidised rate is acquired at the price of offering them satisfactory training. We hope and expect that progress will continue, for the sake of all the house officers who would echo the plaintive line at the end of one questionnaire: "I love medicine but hate being abused."
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